MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH piod —
DEPARTMENT OF PUBLIC HEALTH AND WELFAR ' . ' - 62 0147(}0
po Registration District No, e 2" ______ Primary Registration District No. __-g/ﬂ__neginmr': No. --_-.{.Q_--_____.. STAT-E FILE NUMBER
ON'THIS STUB. AMENDED PR251962
1. PLACE OF DEATH . T i ‘ 2. USUAL RESIDENCE (Where dacessed lived. [f institution: Residence before

a. COUNTY eﬁﬁ WFafD . . a. STATE Ma b. COUNTY Gfﬁ WFalf admission)

b. COIT‘O' (If outside carporate himits, give TOWNSHIP only) Length of stay in 1b c. ClTY Inside Limits

TOWN jTgEJ-V’LLE ; édy,(j TowN STE:LVILLE Yeos §" Ne [
€. :‘\g.épr;{rAAME OF (If NOT in hoapital, give location} Inside Limits d. :g%iEETSS (If cutside, give location} Reside on Farm

INSTITUTION STEE.L Vil i E Yes f No[J | yes O Nox

3. NAME OF DECEASED First Middle - Last 4. DATE Month ) Day Year

(Type o print} GEN -+~ }/UTSO/V DEATH /4#/?/1- /7 /P62

5. SEX 4. COLOR COR RACE F. Married [ Nevar Marriod [] |5. DATE OF BIRTH | 9- AGE (last birthday) [IF UNDER T YEAR | IF UNDER 24 HR

MH}-E WH [TE Widowed K - Divorced (] -3_/0_}7101 é / . Momhsl Days Hours I Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS CR INDUSTRY| 1). BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

F durmg most ofgor-k‘u:glllfa. .ﬁ if %ured) —SL’ co , M 0 . a... S.- ,q

132. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Koy stef HuTsow MARY WALLACE

WAS DECEASED EVER IN U.5. ARMED FORCES? 14, SOCIAL SECURITY NO. T17. INFORMANT

(Yes, no, ofénknown) '(If yes, give war or dates of service //AR VEU HUTSDI/ Q u E ﬁ} M o

14, CAUSE OF DEATH (Enter only one cavse per line f INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: ‘ ONSET AND DEATH

IMMEDIATE CAUSE (l) 7 . ”

7 .
Conditions, if any, / z /”Ilﬂé
which gave rise to E ‘ .: ?
asbove cause ‘(a); ) .

stating the under-
lying cause last, BUE TO (c}

PART 1l, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net related to -the terminal -PART NI If deceased was fomale was’
disease condition given in PART | (2] . there 8 pregnancy in last 90 days,

| a Yu—l [J No ’ O Unknown
19. WAS AUTOPSY | 20a. ACCBENT SUIE]DE HOM[:llchE 20b, PESCRIBE HOW INJURY QCCURRED, {Enter nature of Injury in PART | or PART Il of item 18.)

VS 300
Rev. 4/59

‘027 o
D2 F0+

DATE AMENDED

DOCUMENT

PERFORMED?
YES [] NO

20c. TIME OF Hour  Month, Day, Year
INJURY am.
pP.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or sbout home, | 204, CITY, TOWN, bﬂ LOCATION COUNTY . STATE
WHILE AT WORK ] farm, factory, street, office bidg., ete.) R .
NOT WHILE AT WORK [J) , o ] ’ ,

21. | attended the decessed ftom_bz_ém =, .Qléz__und last saw hllm alive on_.ﬂﬁmz__

Daath occurred at. IJM p- m on tha date stated above, and to the best of my knowledge, from fhu causes sisted.

e il Mo | iz

23a. BURIAL, CREMATION, . 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fown, or cabnty} (State)
REMOVAL (Spacify) ¥ ’

LRl AL NEW HomE. MERA’%WLLE MoO..

24. FUNERAL DIRECTOR ADDRESS 25. DATE? BY LOFAL REG. |26, REGISTRAR’'S SIGNATU
.Z

Tornas FunNeERAL //DME STELLYILLEL,

{Licensed Embalmer’s Suhﬂ‘nr on Re/ verse Side)
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MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




ATATY 30 FTaANERR MOAGMATE o BYIATRD P MAIED ST T ns

-l

PR o 550

1

JET

STATEMENT. BY LICENSED EMBALMER

| hereby cerfify that the body whose name is reco;g!ed on the reverse side of this certificate was embalmed by me,

or by i Student Embalmer No.

e
e o

working under my personal supervision,

Student SigneM £ W,

Signature of Student Embalmer
Licensed Embalmer No. f o ‘2‘ 4

P. O. Addresw’ , ;M

rd

Nofe: The above MUST BE SIGNED BY THE -LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation. of- Ilcense)

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.

1



